The usefulness of a classification depends on its purpose. As psychiatry is primarily a clinical subject, it is from this view point that classification must mainly be judged. A good clinical classificationhas four components: (i) the identification of homogeneous populations, (ii) temporal consistency, at least in the short term, (iii) a useful aid in selecting treatment and (iv) accurate prediction of long-term outcome. The current classification of anxiety and depressive disorders, and to a lesser extent other neurotic disorders (Table 1) will be examined on all these points.
Homogeneous population On this criterion, the current classification appears to be reasonably successful. This is because it is based upon the most easily identifiable features of neurosis, the presenting symptoms. Thus, panic disorder is a condition characterized by acute rapidly developing episodes of anxiety encapsulated in the panic attack which shows excellent reliability-, generalized anxiety disorder is more persistent unfocused anxiety, depressive episodes are associated with lack of interest, depressed mood,feelings of hopelessness and guilt, and if such symptoms are mild but persistent, the diagnosis of dysthymic disorder is made. Similarly, phobic disorders are concerned with situational anxiety and obsessional ones with .Combination of American (DSM·III-R) and World Health Organization (lCD-IO) classifications repetitive thoughts and acts. Unfortunately, although these individual symptoms can be distinguished without difficulty, they are not separated from each other in clinical practice. The exceptions are phobic and obsessional disorders, which tend to dominate the picture because they lead to avoidant behaviour, and can be usefully separated as 'anxious avoidant disorders". Acute anxiety and depression, whereas they differ in description, are bosom friends and do not like being separated. Many attempts have been made to separate them, notably by statistical techniques such as discriminant function analysis and factor analysis, but these exercises do not separate. them in practice. As a monozygotic twin, I am aware that it is possible to identify discriminating features which separate me from my co-twinbut these features are minor compared with the many common elements we share and which cause us to be misidentified frequently.
There is so much overlap between the individual symptoms of anxiety and depression that it is extremely difficult to differentiate a primary diagnosis. For years diagnoses of these conditions have only survived by using a hierarchical system whereas depression takes universal precedence 0141-0768/90/ 100614-03/$02.00/0 © 1990 The Royal Society of Medicine over anxiety". A hierarchical system can be justified if diagnosis in the upper tiers incorporate all the diagnoses beneath them, but this is not true of anxiety and depression. There is now abundant evidence that the combination of significant anxiety and depression differs from anxiety and depression alone with respect to illness in other family members" and response to treatments. Anxiety-cum-depression is a more serious disorder with a much greater familial incidence of such disorder and a worse prognosis when either mood state presents alone. In the latest ICD-I0 draft classification mixed anxiety-depression is allowed as a diagnosis for the first time in many years but this diagnosis is only allowed ifthe anxiety and depression are mild and not sufficient in themselves to reach another level of diagnosis. This therefore only represents a partial acknowledgement ofthis diagnostic problem.
. The co-occurrence (or co-morbidity) of anxiety and depressive disorder is remarkably great so it is common to find several diagnoses co-existing whichever one is presumed to be the primary one in clinical practice", Under such circumstances the choice of a single diagnosis by an arbitrary convention is, at best, an exercise in guesswork and, at worst, a lottery.
Consistency over time
Although it is possible for diagnosis in psychiatry to be transient (delirium, acute stress disorder) the assumption in these conditions is that the symptoms will resolve and not change into any other psychiatric disorder. Unfortunately, with the common neurotic conditions, the change is frequently to another diagnosis within the family of neurosis and when this occurs within weeks or months after the original diagnosis, it undermines the classification. Clinicians are therefore forced into a Procrustean position of defending their original diagnosis irrespective of the subsequent changes. Thus a diagnosis of panic disorder becomes 'complicated by' major depressive disorder and dysthymia is associated with 'secondary' anxiety when followed up over time. The reality is that neurotic diagnoses, particularly anxiety and depressive ones, change from one to the other with bewildering rapidity and rarely show consistency''-", This is even more true of panic, which has been postulated to change to agoraphobia so persuasively by Klein (1981) that there is a move to have the diagnosis of agoraphobia dropped in the United States in favour of panic disorder as the two are said to be virtually indistinguishable. In fact panic disorder progresses to many other diagnoses apart from agoraphobia, including generalized anxiety, hypochondriacal neurosis, major and minor depression, and alcohol abuse 9 • 1O •
Selection of treatment
For years psychiatrists have accepted the convenient fiction that the therapy of anxiety and depression differs in fundamental respects. This has face validity as anxiety and depression are different emotions and it seems unreasonable to lump them together. There has also been a tendency for diagnoses to develop from successful treatment rather than vice-versa. The latest example of the therapy tale wagging the diagnostic dog is the introduction of panic disorder, a diagnosis introduced by the American Psychiatric Association in 1980 in DSM-III. Panic disorder is a distinct condition diagnosed by 'pharmacological dissection'; patients allegedly had their panic 'blocked' by the antidepressant, imipramine, but their generalized anxiety remained unchanged!'. Panic was therefore separated from other forms of anxiety, given a shiny new diagnostic label and a specific treatment, imipramine (and subsequently, other tricyclic antidepressants). Generalized anxiety disorder, the residue of anxiety after panic was removed, required a different therapy, primarily relaxation treatment and sedative-hypnotic drugs such as benzodiazepines, but certainly not antidepressants.
This therapeutic distinction is now realized to be false. Patients with generalized anxiety respond better to antidepressants than to benzodiazepines in conventional dosage and this is irrespective of whether their primary diagnosis is an anxiety or depressive one I 2 -14 . At the same time, some benzodiazepines (such as alprazolam), when given in high dosage, are effective in the treatment of panic'" and so the final therapeutic distinction between panic and generalized anxiety disorder is removed. Even with psychological treatment such as cognitive therapy, there is great similarity between the management of anxiety, panic and depression, all of which are designed to give the patient greater control over their emotions by replacing 'dysfunctional' thoughts with more adaptive onea". Phobic and obsessional disorders, however, are different in that behavioural treatments, particularly exposure therapy, are recommended primarily!".
Predication of long-term outcome
Even if anxiety and depressive disorders did not differ after short term treatment, if they can be shown to have different long term outcomes, the original diagnosis is of considerable value. The only study, and it has been an influential one, that has shown such a difference is that by Schapira and his colleagues in 1972 which showed that anxiety disorders had a worse prognosis over 5 years than depressive ones. Other studies, however, have shown no such distinction'S!", There are several unusual features about the study by Schapira and his colleagues that may explain their findings-", The anxious patients were all inpatients and this is unusual since most patients with anxiety are never admitted to hospital. They also had an excess of abnormal personality features that are known to impair long term outcome I 8 • 21 • The other possibility is that the anxious patients were in reality both with severe anxiety-cum-depression which is also known to have a worse outcome compared with primary depressive disorders".
Conclusions
The current classification of neurotic disorder, particularly that of anxiety and depressive conditions, despite much trumpeting about its value, is a figment of progress. Phobic and obsessional disorders which have a much longer pedigree are in the main valuable diagnoses. Pure anxiety and pure depressive disorders are rare, and may deserve to be treasured for this reason alone, but most are mixed conditions in which diagnostic distinction is not only useless but positively misleading. It would be much more helpful to concentrate on the classification of mixed anxiety and depressive disorders. I suggested the term 'cothymia' for anxiety and depression'" and 'the general neurotic syndrome' for more severe disorders" and this is supported by a recent large scale genetic study22. A good classification of neurosis should be accepted by general practitioners, psychotherapists, psychologists and clinical psychiatrists. The present one is only held in esteem by a small number of academic psychiatrists and research workers who in believing that they are leading the way forward are only succeeding in getting us all lost.
